Even though injury due to armed conflict is more commonly caused than death, research into injury due to Northern Ireland's four decades of otherwise exhaustively documented conflict is sparse. This article reports on a 2011 study based on interviews with 30 people seriously physically injured in the conflict and 20 of their carers and a self-administered questionnaire survey of a further 76 people injured in political violence in Northern Ireland. All injured respondents reported that emergency medical emergency treatment had been excellent. Those injured in the 1970s reported low expectations of their life expectancy and rehabilitation, a lack of psychological support and lack of help with chronic injury-related conditions. More recently injured people had psychological support and were more successfully rehabilitated but those injured earlier often saw it as 'too late' for psychological help.
Introduction
From 1969 to 1998, approximately 3,700 people were killed in the conflict known locally as 'the Troubles', putting the death rate 1 on a par with that in the Israeli-Palestinian conflict . The continuing lower level of violence beyond 1998 is largely a result of spoiler activities of dissident groups who do not support the Agreement, feuding amongst Loyalist paramilitary groups and Loyalist contests over flag displays (Steenkamp, 2008) .
The ceasefires and the 1998 Good Friday Agreement did not eradicate tensions between the Protestant and Catholic communities nor was there any significant improvement in the psychological wellbeing of the population (Cairns, Mallett, Lewis, & Wilson, 2003) . On the contrary, amid the heightened expectations of the peace process of a better life, local support organisations reported an increased demand for their services. According to some perspectives (e.g. Mac Ginty et al, 2007) , Northern Ireland illustrates the pessimistic analysis of Hoeffler and Reynal-Querol (2003) Council and the OFMDFM, advertised a competitive tender for a research study of people injured in the Troubles, and the author won the tender. Until this study was conducted, there had been no comprehensive research on injury or disability as a result of the Troubles in Northern Ireland. The study on which this article is based aimed to contribute to the establishment of a more complete, accurate and detailed picture of the issues facing injured people and their carers, to improve the recognition of the situation of injured people and their carers and to support the development of more effective and sensitive services.
Survivable injuries are inflicted more commonly than death is caused in armed conflict.
Compared to death, the effects of these injuries are arguably more widespread, enduring and demanding on the public purse and health services. By the early 1900s, Whyte (1991) estimated that hundreds of books and thousands of articles had been published on the Troubles. A burgeoning literature has now developed on victims of the Troubles (see, for example the bibliography on the CAIN website). In such studies, the human consequences of conflict are most commonly reported in terms of the number of deaths. The severity of conflict is commonly assessed in terms of diminutions or increases in the numbers of fatalities in any period and loss of human life is regarded as the most grievous of impacts of armed conflict. Consequently, comparatively scant attention has been paid to those who survive critical injury. Yet these people often narrowly escape with their lives and often live with long term disabilities and life-limiting conditions.
Summary of the WAVE study
The study commissioned by WAVE Trauma Centre examined the needs of individuals injured in the Troubles and those of their families, with a particular focus on carers. The research was conducted using a participative methodology and was informed by an Advisory
Committee composed of key stakeholders, formed at the outset, of all the key stakeholders, including injured individuals and representatives of the WAVE Injured group, various Victims Group representatives, the CVSNI, the OFMDFM, the Community Relations Council, professional health and social care providers and WAVE.
Definition
The difficulty of defining 'injury' was addressed at the first consultation with the Advisory Group and a working definition for the purposes of the study was adopted. The primary inclusion criterion for participants was that they had suffered: 'life threatening or disfiguring physical injury' in the Northern Ireland conflict. This definition was reviewed and refined as the study progressed. Given that a separate study on psychological injury had been commissioned (Commission for Victims and Survivors, 2011), psychological injury was not the primary focus. However, where psychological injury had been suffered by those meeting the primary inclusion criterion, they were included, since many of those physically injured have also endured substantial psychological injury.
Methods
A review of the literature was conducted and the evidence on the total numbers of injured people in Northern Ireland was reviewed. In-depth interviews with 30 seriously injured people and 20 of their carers and professional medical and support staff were conducted in the autumn and winter of 2011. These numbers were determined by the limited resources for the study, although a good spread of data was achieved through the use of a quota technique, 
Literature Review
Where research on injury due to armed conflict exists at all, it focuses on specific injuries, such as limb or hearing loss from a surgical or triage perspective (see, for example: Armistead, 1977; Hadden, Rutherford and Merret, 1978; Graham and Parke, 2004) . This is, however, overwhelmed by the psychological literature focused solely or primarily on the psychological effects of armed conflict and terror 4 , and Post-Traumatic Stress Disorder (PTSD) in particular, which largely treats traumatisation as a purely psychological and oneoff phenomenon.
Size and characteristics of the population of injured people
Whilst death 5 is a relatively unequivocal event (although its causation may be disputed), what counts as injury due to conflict has never been definitively established. Thus, estimates are likely to vary depending on the definition applied. Whether or not counts include those who have endured bereavement, grief, incarceration, displacement, loss of employment and traumatisation by witnessing violent events will affect the size of the population. Early in the conflict, estimates suggested that 40,000 people were seriously injured (Daly, 1999) ; but there is no precise or agreed figure for the numbers of injured people. This study compared several estimates of the total numbers of injured, based on a further elaboration of a review by CVSNI, which is summarised in Table 1 . Source: derived from data presented in Breen- Smyth, 2012 Two sets of figures in Table 1 are lower than others: the CVSNI Omnibus Survey, which specified 'physical injury' and this accounts for the lower figure, and the police figures, which provides the lowest of all total population of injured people at 2003 of 47,541. The disaggregated police data, shown in the full technical report (Breen-Smyth, 2012) , reveals that security force personnel account for 36.8% of all injuries, which is somewhat higher than their share of total deaths (30%) (Fay et al, 1999, p.159 
Patterns of injury
Due to the intensity of violence in the 1970s, there is likely to be a concentration of injured and traumatised people aged from 50 upwards. Particular groups (for example, males) and particular neighbourhoods (those of high intensity of violence) were most likely to be exposed to political violence and its negative consequences in terms of both physical and mental health (Fay, Morrissey, Smyth, & Wong, 1999, p. 77) . Communities that have suffered a disproportionate number of deaths also tend to have high levels of poverty and ill health (Campbell, n.d.: 57-58; Fay, Morrissey, Smyth and Wong, 1999; Smyth, Hamilton and Thomson, 2002) .
The literature does provide some insight into the effects of specific weaponry on the Northern Ireland population. Hadden, Rutherford and Merrett (1978: pp. 525-531 ) examined bomb injuries in 1,532 patients in the 1970s in Northern Ireland. They found a total 1,532 explosion victims 9 of whom died in hospital. They included a cohort of patients who suffered from emotional shock. Most of these had no physical injury, and 82% of this cohort without physical injury was female. Amongst those with physical injury, the prevalence of injury to the chest or abdominal organs was comparatively low (10 patients of whom 5 died) as was primary blast injury to the lung (2 patients). A further 16 patients underwent major limb amputations, 4 of whom died. They found 50 patients with burns severe enough to require skin grafts, none of whom died. Burn injuries were predominantly suffered on the head, neck and limbs, indicating the protective effect of clothing. Hadden, Rutherford and Merrett's study pointed to a pattern that remained more or less consistent, with limb loss being the most frequent serious physical injury due to bombs (Hadden, Rutherford, and Merrett 1978: p 50) .
However, the IRA bombing campaign, where large city and town-centre bombs were deployed, was largely limited to the 1970s. Thus, limb loss due to such attacks was more frequent in that period, and survivors with limb loss from that era had reached their late fifties and more by 2012 when this study was conducted.
Available literature and the experience of service providers has confirmed that limb loss is one of the most common serious physical injuries due to the Troubles, with hearing loss being the most common. Graham and Parke's (2004) Table 2 shows extrapolations for total populations sustaining specific categories of injury. A more detailed explanation of these studies and the method of extrapolation is contained in the full technical report of the study (Breen-Smyth, 2012) . Again, the results are less than satisfactory since two of the studies (Cost of the Troubles Study Survey, 1999; and Hadden, Rutherford and Merret, 1978) Research that quantifies the human cost of injury to families and communities is scant nor are the demands on the public purse estimated in the short, medium or long-term. The
Commission for Victims & Survivors is one of the few studies focussing on the 'economic burden' and focused on PTSD, its prevalence and effective treatment, and the economic and social impacts of PTSD, as an example of a trauma related disorder. The study, which did not include traumatic experiences due to traumatic bereavement concluded that, since the needs of those affected by the conflict 'are increasingly chronic and complicated' (p.58), current estimates of the impact of the conflict are likely to be conservative.
The WAVE Sample
The study reported here, conducted in 2011, undertook in-depth interviews with 30 seriously physically injured people and 20 of their carers and a questionnaire survey of a further 90 people injured in the political violence in Northern Ireland. There were limitations in the composition of the sample due to the lack of a sampling frame, the scale of the study, recruitment strategies, low response rates to the survey and the participation of particular networks in recruiting participants. These limitations are discussed at length in the full technical report (Breen-Smyth, 2012) . Nonetheless, there is a substantial convergence in the findings across these cohorts.
Significantly, in spite of using a quota for recruiting interviewees, the sample contained disproportionate numbers of injured people from particular victims' groups, for example 39 respondents associated with WAVE, or occupational groups, such as disabled former members of the security forces. Some 56.6% of the sample is perceived as Catholic and 43.3% as Protestant, in line with the distribution of deaths in the population. In all, 15 respondents (19.7% of total sample) identified themselves as members of the security forces, a further 2 respondents identified themselves as civil servants, one described his occupation as 'MOD' (Ministry of Defence) and 5 did not respond, so it is possible that the share of respondents who were members of the security forces is even higher. Table 3 shows the gender and status of the sample on injured people. The sample is concentrated in three age ranges: 41-50 years old; 51-60 year old; and the largest age which is the 61-70 age group. Political violence was particularly intense in the 1970s, so the age profile of the injured and traumatised population is likely to show a concentration in the age range from 50 upwards. Consequently, respondents were recruited on a quota basis in order to reflect that age distribution. Half of the sample was between the ages of 11 and 30 at the time of their injury. The age demographic is likely to be broadly reflective of the pattern of injury in the general population, although this cannot be stated definitively due to limitations in the sample. Table 4 shows the date of injury and gender of the sample. The majority of respondents were married (56.6%) with a further 14 (18.4%) being divorced, 7 (9.2%) widowed, 9 (11.8%) single and 1 co-habiting, and the research showed that most injured people were cared for by their spouse or other member of their immediate family. 6 interviewees (8%) reported multiple injuries as a result, for example of being in a bomb explosion. The most common response among survey respondents to the question about the impact of their injuries was that it had totally changed their lives. Restricted mobility had severe impacts on respondents' lives and self-perception. Respondents also reported that their injuries had led to loss of employment and the often the loss of their home. The impact of injury had caused inter alia family stress, relationship breakdown, loss of educational opportunity, restricted social life, and mental health problems. A number of respondents attributed their alcohol abuse to the result of their injury.
Nature, effect and impact of the injuries

Medical care, pain management and aids
Respondents reported that emergency medical treatment was excellent, and acute hospital care was of a high standard. However, medical care for chronic health issues was less satisfactory. Those who lost legs reported chronic problems with their stumps such as abscesses, need for surgical re-sectioning of stumps and so on. Injured people who were severely wounded or who carry shrapnel in their bodies report continuing problems with wounds or scars re-opening or shrapnel travelling to the surface of the skin and breaking through, sometimes many years after the injury.
For some people with embedded shrapnel or gunshot wounds, those who lost limbs and suffer phantom pain and severe itch, or those who lost mobility or sustained neurological damage, pain management is a chronic problem. Some described a sense of not having their pain taken seriously, difficulty in accessing pain management and of having to learn to live with pain.
According to service providers interviewed, pain management continues to be an unrecognised and under-resourced issue and the psychological aspect of pain management is not always understood by family doctors and health professionals outside the specialism.
Many of those who had lost lower limbs reported that prosthetics were not always suitable for use over longer periods, since some need elbow crutches with prosthetics, which ties up their hands. Prosthetics also become more difficult to use as the person gets older. As a result some decide to use a wheelchair in preference. Some respondents who lost both legs had stability and safety problems using prostheses leading them to use wheelchairs for safety reasons as they get older or experience falls. This group of respondents reported a difficulty in accessing longer-term provision, including difficulty in accessing help for circulation problems, pressure sores, muscular-skeletal problems and chronic pain. These problems were particularly acute in the past. One Belfast woman, now in her 60s, who lost a leg in a no warning bomb in 1971 described how, following her discharge from hospital, her family were left to their own devices to cope. Her father had to improvise bathing arrangements for her:
He went out in the Castlereagh Road looking for a farmer to get a barrel that I could use to shower. Because we had 10 minutes with a social worker who said, "I don't think you need anything" and went away. So we had to look for things ourselves.
Michael Patterson, who lost both his arms in a rocket attack on his Land Rover when he was serving in the Royal Ulster Constabulary, attracts attention and stares, which he has had to learn to deal with:
I remember the week after I got out of hospital, I hadn't got my set of artificial arms at this point … so the sleeves of my jacket were dangling, just flopping about. I was in a cast brace so I was hopping across the road. People were standing at a bus stop staring.
Expectations of life expectancy and rehabilitation
A limited amount of physical rehabilitation was provided to injured people in the 1970s and those provisions were consistent with standards at the time. However, little consideration was given to occupational or other forms of rehabilitation, and in many cases none was offered. Consequently, those injured in the early period of the conflict (1970s) reported comparatively low expectations of their life expectancy, recovery and rehabilitation. They spoke of 'not being expected to live this long' and that past attitudes to disability had shaped their social access, their expectations and self-image. Their achievements and life chances were considerably limited by these factors. Most were economically inactive and finding work, even if they were physically or mentally capable of doing so, would have almost impossible. Past and current barriers of discrimination against disabled people, long absence from the workplace and current high unemployment rates makes current economic activity impossible for many people injured in the 1970s and 80s. Yet they are subject to the government's cuts in disability benefits.
Those more recently injured were more likely to return to work and also to consider themselves 'survivors'. Some respondents were able to work for a period of time after their immediate recovery, but reported that deteriorating health forced them to stop work well before retirement age. The impact of injury on employability has implications, not only for physical and psychological wellbeing, but for economic status and future pension entitlements. My wife developed problems with her mental health. She never forgave herself for opening the door that night. I would have told her 'it wasn't your fault -they'd have kicked the door in!' But seeing me gunned down and seeing her father-in-law die [Peter's father dropped dead at the scene] she felt to blame for it. She did try at one time to overdose and was in the City Hospital… She started drinking a lot -an alcoholic basically -being dry a lot of the time, but then something would set it off. I could tell this mood. It was like you were looking at a stone with nothing behind the eyes. She was in … all those places that help people -but at the end of the day it ended her life. She died, at only 51, upstairs here… They did an autopsy … she had basically taken a heart attack -but she'd been warned by all the doctors, 'you're taking years off your life'. And God love her … when she was sober and talking about it she said she hated doing it -just something drove her to it to get the pain out of her head… She couldn't get rid of this guilt thing, 'if I hadn't opened the door none of this would have happened'. In many ways Ann suffered more than me. I acknowledge that. My mental health is strong. I'm a fighter. But it destroyed my wife. And she's not even a statistic.
Finance, poverty, benefit dependence, pensions and threats to benefits
Some carer spouses married their partner after they were injured, knowing the extent of care they needed, whilst others were already married when the injury occurred. In several of these latter cases the relationship broke down. Carers' psychological and emotional needs may be substantial, but tend to be subsumed in those of the injured person. Carers may also have been witnesses to the traumatic circumstances of the injury, as in the case of R who saw his brother shot. R said:
I tend not to think about it. … What's the point -it happened. I look at it from the point of view 'What's the point, you might as well just get on with it.' … I have to deal with the real issue which is coping with S every day … I'm not indulging myself.
Nonetheless, in the immediate aftermath, R "was drinking quite heavily after it -to sleep -'cos I was quite angry and feeling quite hateful". Carers live under considerable pressure and restrictions. Janine McCann, who specialises in the needs of carers, pointed out, "There are key problems with levels of isolation, and rates of depression and ill-health being very high among carers." Other injured people reported their carers suffering strokes, poor physical health, isolation and loss of income. Even when respite is available to carers to give them a break, WAVE welfare worker Annette Creelman said:
My experience is that some carers wouldn't take respite because the person who they are caring for has nobody else. They are the ones who are kind of stuck. I think that if respite could be more flexible... Maybe it would help them more.
Psychological support
More recently injured people have better access to psychological support, whereas some of those injured in the 1970s and 1980s had none and saw it as 'too late' for psychological help at this point, even though several have significant problems with traumatic memories, sleep disturbance and depression.
Long waiting lists for psychological help with trauma has meant that some injured people were receiving less appropriate general counselling rather than trauma-focused treatment.
Several respondents reported having significant problems with alcohol which they use to manage emotional issues. None reported having had help with alcohol misuse, although one man reported that religious practice helped him manage his. Appropriate trauma-focussed mental health services in many areas are over-subscribed or non-existent. Unmet mental health needs can be seen as a public health problem, argues David Bolton, of NICTT:
The need is of public health dimensions and will for some years to come require public funding to be applied to it in both the voluntary and the statutory sector.
(Bolton, cited in Breen- Smyth, 2012: 207) Social stigma, identity management and life in the community
Northern Ireland continues to be a divided, and at times violent, society and injured people have had to manage their identity as a person injured due to the Troubles. Some people who experienced traumatic injuries due to the Troubles described continuing fear, distrust, and isolation and some reported feelings of resentment and bitterness that intensified after the Good Friday Agreement and subsequent broken promises of help for injured people. Several injured people described a sense that peace has come too late for them and their difficulties were compounded by a lack of acknowledgment for their suffering.
Injured people also face significant identity management challenges. Some injured people with no visible disability but, for example, carrying shrapnel as a result of gunshot wounds say they are suspected of malingering, and they sometimes feel a lack of sympathy with their condition, since it is invisible. Others describe having to manage the prurient interest of strangers in what happened to them.
Others describe encountering suspicion that that 'there is no smoke without fire' and that they were injured because they were "involved" in paramilitary groups. Significant numbers of injured people, especially former members of the security forces, reported on-going concerns about their own personal security even decades later. These fears have an isolating effect and many injured people chose to stay within their own local communities because of such fears.
Other injured people pass off their injuries as non-Troubles related in order to avoid being drawn into awkward, invasive or anxiety provoking conversations. One injured civilian had chance encounters with those who had attacked him and the attacker jeered at the injured man.
Those who live in rural areas face particular problems of isolation, making it very difficult in some cases to avail themselves of suitable services. 
Truth and justice
Very few injured people have seen the perpetrator of the attack on them successfully apprehended and punished. Peter Heathwood has tried and failed to have his case, which involves alleged collusion with the police, re-examined by the Historical Enquiries Team, who only look at cases where someone was killed, and Peter survived. The death of his father at the scene of the shooting does not count and Peter continues to feel that justice is denied.
Brendan Curran, a republican who was shot by the British Army in 1989, is less focussed on these issues:
My attitude and belief is that at that stage there wasn't a police RUC but a quasimilitary force operating here. There was a war going on. I didn't expect anything different. I was on the other side of the war.
Others achieve some kind of solace from their religious faith. For Florence Stewart, whose husband Jim was seriously injured in the Abercorn bomb in 1972, justice is a matter for her maker and not a matter of earthly retribution:
We just never think about it. They will stand before the Lord to be judged if they don't repent for what they have done. That's the way we leave it.
Other injured people and their carers feel strongly that they have been denied justice when the perpetrators have not been convicted. Many feel forgotten, relegated to insignificance in comparison to bereaved families. Yet in the wider society, there is also impatience in some quarters with the persistent demands for truth, justice, investigation and inquiries and a desire to ' put the past behind us.'
Gilligan asserts that the language of 'healing' or 'forgiveness' is preferable in some quarters as it steers away from challenges to the status quo. In 1998, Victims Commissioner Ken
Bloomfield noted that those who had relatives killed directly by state forces, or by alleged state collusion, held a 'firm view that revelation of the full truth of [these] controversial events was far more important for the victims they represented than any other consideration' (Bloomfield, 1998 : 36 cited in Gilligan, 2006 . Gilligan argues that healing can be achieved through obtaining justice rather than undergoing therapy.
The influence of professional attitudes
As the peace process took hold, as victims' voices became more coherent as part of that (ICRC, 1988) sets out an obligation to protect and treat humanely persons hors de combat and those not taking part in hostilities and the obligation on the part of the party on whose care they depend to provide care for the wounded and sick. This particularly applies to civilians, who seem to have been least well served to date.
Conclusions and way forward
The availability of services and health professionals' attitudes towards serious injury due to political violence have had a definitive influence on outcomes for injured people and their carers. While initial hospital treatment was seen as good, on-going services and treatment are seen by injured people as inadequate, including limitations in current NHS access to new technological developments in prosthesis and remedial treatment, especially for civilians. The multiple health problems experienced by many injured people requires access to multiple medical and social services. This often results in the injured person or carer having to coordinate and manage multiple health and social care needs. This is a complex and demanding process, which becomes more difficult with age. Many injured people described high levels of anxiety about their future ability to manage their healthcare needs and the welfare of their carers as they get older.
Most immediately pressing are the financial issues for a largely benefit-dependent population who face cuts in disability benefits and expectations of return to workplaces they left in the 1970s and are ill equipped to return to, even if they did still exist. The loss of pension rights for civilians who were injured as a result of the Troubles is another issue of justice and fairness and prospects for special pension provision should be explored. Injured members of the security forces have pension entitlements, but they have been unable to earn additional pension rights in the interim.
The lack of contact between injured civilians and injured former security forces compounds misunderstandings about different treatment through available services, compensation and financial support. This ensures that division and misunderstandings between the two sectors persist and can be construed as a community relations problem. In the same way, segregation of disability organisations from victims groups is, in many ways, also matter of societal reconciliation.
The need to establish protocols to describe, monitor and analyse the effects of conflict on civilian populations is an unmet challenge to scholars, policy makers, practitioner and parties to conflict alike (Taback and Coupland, 2005) . What to do about the human consequences of conflict is an issue of jus post bellum (Clifford, 2012) , and raises issues of social justice and fairness. The UK government will be ill placed to pronounce on how other nations perform if 11 The British government has resisted attempts to apply international law of armed conflict to the Northern Ireland conflict. See para 58 of UN General Assembly Fifty-eighth session Agenda item 113, which states "…Northern Ireland… is not an armed conflict within the meaning of the Geneva Conventions and the Additional Protocols thereto…" However, this argument has been considerably weakened since the Belfast Agreement is made up of two interlocking documents, one of which, the British-Irish Agreement has the status of an international peace agreement.
